Is the Diaphragm a Viable Option for Women in Turkey?
By Nuriye Ortayli, Aysen Bulut, Hacer Nalbant and Jane Cottingham T he diaphragm was widely used during the 1950s in most developed countries, although its use decreased after the development of the pill and the IUD. 1 Despite the diaphragm's availability in many developed countries, it is almost unobtainable in developing countries. As a result, the number of trained providers in these countries is extremely small, and the quantity of diaphragms being supplied is tiny. In 1993, the United Nations Population Fund provided 5,000 diaphragms to the Gambia, Tanzania and Yemen, while the International Planned Parenthood Federation made a few available to a number of Caribbean islands, Chile, Kenya, Nigeria and several countries in eastern Europe. 2 The diaphragm has never been available in Turkey.
Due to the diaphragm's limited availability, data about its acceptability and use-effectiveness in the developing world are extremely sparse. Our review of 60 a pattern which is believed to exist among users in the developed world. Acceptability of the diaphragm was found to be surprisingly high among low-income women outside Madras, India (9% of the eligible population in the study area), with 70% still using the method 18 months after initiation. Furthermore, 35% of users were illiterate, contradicting the generally accepted view that the diaphragm is not suitable for such women. 10 In general, policymakers and providers have considered the diaphragm an inappropriate and ineffective method for women in developing countries, despite a lack of data to confirm this view. For more than a decade, women in a variety of developing countries have questioned this situation and have requested that more attention be given to introducing barrier methods into family planning programs because they are under the user's control, have few side effects and protect against some sexually transmitted diseases. 11 Turkey has had a national family planning program for the past 35 years, but that program has never included the diaphragm. In its first decades, contraceptive options were mainly limited to the IUD, the pill and condoms. Voluntary sterilization for both women and men was legalized in 1983, but is still not readily accessible. For the country as a whole, withdrawal remains the most widely used method of contraception (used by nearly 25% of married women of reproductive age), followed by the IUD (20%). Only 8% adequacy of physical infrastructure for elements such as privacy and infection control, and the interest of staff in integrating a new method into the clinic's operation. All staff involved in family planning service provision from these clinics (a total of 19) participated in a five-day training program based on a manual developed for the three-country study by the Center for Research and Control of Maternal and Child Diseases, Brazil. 15 The manual includes modules on client-provider communication, sexuality and gender awareness; it also includes a contraceptive technology update and an introduction to the diaphragm. At each clinic, skilled trainers taught providers diaphragm measurement, insertion and removal. In the two public clinics, physicians trained clients to use the diaphragm; in the private clinics, a nurse-midwife and a physiotherapist provided this service.
Clients received information about all methods, including the diaphragm, in counseling sessions. In some cases, these were individual sessions, and in others, group sessions. Posters and information leaflets developed for the study were placed in the clinics; otherwise, no special effort was made to disseminate information about the diaphragm more widely. Therefore, the majority of clients heard about the diaphragm for the first time in the clinic.
Women who chose the diaphragm and who agreed to participate in the study were interviewed at enrollment and were invited for follow-up visits with a physician at two weeks and at whatever time they felt the need thereafter. Interviewers, who were trained, were selected because of their good communication skills and because they were not involved in family planning service delivery. Providers instructed women to use the diaphragm with spermicide at every act of intercourse and to leave it in place for six hours. Additionally, they were told to wash the diaphragm with unperfumed soap, to rinse it with water and to dry it with a clean towel, and were advised to check for holes or tears before storing it in its box. Providers gave each woman a diaphragm and a tube of spermicide, along with applicators to insert additional spermicide, in case she had intercourse again before six hours had passed.
In Turkey, many women take a vaginal douche as part of the Islamic practice of "gusul" (cleansing one's body) after intercourse. In three of the clinics, the providers deliberately avoided mention of douching during the counseling sessions, but emphasized the importance of not removing the diaphragm for six hours.
of contraceptive users rely on the condom, and fewer than 5% use the pill.
12 Thirtyfive percent of married women of reproductive age use no method at all. The figures are similar for western Turkey.
The diaphragm, which is an inexpensive contraceptive method, could have a place in Turkey's family planning program, especially at a time when one of the major donor agencies has decided to stop contraceptive donations. We undertook our study to determine how many women would choose the diaphragm and use it successfully, if it were offered as another contraceptive option in different family planning delivery settings in Turkey. Additionally, we examined what characteristics of a contraceptive were most important to women when they selected a method and what types of services would be most appropriate for supplying the diaphragm.
The study reported here was part of an interagency collaborative study on the diaphragm in three developing countriesColombia (conducted by the Population Council), the Philippines (by Family Health International) and Turkey (by the World Health Organization). The results of a pooled data analysis from these three studies are described elsewhere.
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Methods
We selected four service delivery settings in western Turkey to represent the major service provision outlets that provide reproductive health care and family planning services in the country. We considered these sites to be representative, since contraceptive prevalence rates are similar throughout Turkey 14 and because the two public clinics, especially the one in Izmir, serve large numbers of recent immigrants from eastern and southeastern Turkey. The sites were a university-affiliated wellwoman clinic in Çapa, Istanbul, serving an urban clientele of lower class and middleclass women; a Ministry of Health family planning clinic in Izmir (located in a large maternity hospital) that serves low-income groups; a private hospital in Incirli, Istanbul, with an upper-middle-class clientele; and a private clinic in Denizli that offers gynecologic and obstetric services to middle-income urban and rural clients.
The number of clients seen at these facilities each month varied from 50 in Incirli to 600 in Izmir and Denizli. At the beginning of the study, all clinics provided pills, IUDs and condoms; the two public-sector clinics also offered vasectomy, tubal ligation and injectables. We chose the clinics based on their caseload, the number of staff, the availability of counseling, the method mix, the In the public hospital in Izmir, clients were told not to douche for six hours. All diaphragm acceptors were told that emergency contraception was available to them if they forgot to use their diaphragm or suspected it had been dislodged. Recruitment for the study was carried out from May 1995 to September 1997.
Over a one-year period, interviewers collected data from 200 women who chose a contraceptive method other than the diaphragm at each of three of the sites and from 140 (due to a lower caseload) at the clinic in Incirli. During the second year of the study, we conducted focus-group discussions and in-depth interviews across the four sites with diaphragm users, with discontinuers, with users of other methods, with partners of diaphragm users, with providers who participated in the study, and with health personnel in Istanbul and Izmir who worked in other service areas and who did not provide the diaphragm.
So that a woman's choice was not affected by cost, the diaphragm was priced in accordance with other methods. The price charged for counseling and diaphragm-fitting services tended to be similar to that charged for an IUD insertion. Thus, the clinic in Izmir, where all services are free, provided the diaphragm at no cost, while the clinic in Incirli charged US$50.
We used chi-square analysis, Fisher's exact test and variance analysis, where appropriate. We analyzed the quantitative data using SPSS and EpiInfo. The ethics committee of the Turkish Coordinating Institution and the World Health Organization's Committee for Research in Human Subjects approved the study.
Results
Initially, we pooled data from all four sites. Of the 166 women who chose the diaphragm, 161 (97%) enrolled in the study. The loss to follow-up rate at 12 months was 10%; 55 women (34%) were still using the method at the 12-month follow-up. A larger percentage of diaphragm acceptors (60%) made their contraceptive choice during counseling than did those who selected another method (36%). Additionally, women who chose the diaphragm relied less heavily on friends for information about contraception (11%) than did women selecting an alternative (41%).
The life-table analysis indicated an accidental pregnancy rate for the diaphragm of 6% (95% confidence interval, 2.9-14.0) at six months and 18% (95% confidence interval, 8.8-33.5) at 12 months. Nine of the 10 pregnancies, which were evenly distributed across the months of use, ocuniversity graduates, compared with 1% who chose another method. In Incirli, in contrast, the education level was high for all contraceptive users (12-13 years), reflecting the socioeconomic status of the hospital's clients. Although clients in Denizli had fewer years of schooling (6-7) than did clients in Incirli, there was no significant difference in education between those who selected the diaphragm and those who chose other methods.
Despite a lower educational level, the initial acceptance rate for the diaphragm was higher in Denizli (6%) than it was in Çapa (3%) and in Izmir (1%, not shown). In Incirli, where the education level was the highest, the acceptance rate was 14%. Diaphragm continuation rates ranged from 30% to 48%, although a much higher percentage of users returned regularly for follow-up visits in Denizli than in the other centers.
Compared with women using other methods, those selecting the diaphragm had had the same number of pregnancies but had had fewer children and a higher mean number of abortions (Table 2) . Additionally, more women who selected the diaphragm than who chose other methods wanted to be pregnant within a year.
Frequency of Intercourse
The diaphragm is generally thought to be more appropriate for women who have sex occasionally than for curred among women who reported that they did not use the device during every act of intercourse; five of the 10 women terminated their pregnancy in the first trimester. None of the pregnant women applied for emergency contraception.
Age and Education of Users
Overall, women who discontinued using the diaphragm were slightly younger than those who continued use. However, when we excluded women who discontinued due to pregnancy or desire for pregnancy (the majority of whom said they would continue with the diaphragm after the pregnancy or after pregnancy termination), the age difference disappeared.
When we pooled data from all four clinics, we found that women who chose the diaphragm had a mean age of 30, compared with a mean age of 29 among users of other methods (Table 1) . Those who selected the diaphragm had an average of 10 years of schooling, whereas women who chose other methods averaged seven years of schooling. A higher percentage of diaphragm acceptors and their partners had a university education (29% and 35%, respectively) than did women who used an alternative method and their partners (14% and 21%, respectively).
When we examined the data by clinic, however, these differences existed among clients in public clinics, but not among those in private ones. For example, 42% of women who chose the diaphragm in Çapa were university graduates, compared with 7% of women using an alternative method. Sixteen percent of clients who selected the diaphragm in Izmir were those who have a regular and active sex life. Nevertheless, when asked how often they had sex in a typical week, 47% of diaphragm acceptors answered four or more times, compared with 29% of other method users (Table 3) . Additionally, a larger percentage of women who accepted the diaphragm (5%) than who chose other methods (1%) had had more than one sex partner in the last six months.
Among women who reported having had sex more than four times in the past two weeks, 43% discontinued using the diaphragm and 25% continued (not shown). However, the majority of women, regardless of whether they continued or discontinued use, reported having sex between one and three times in the last two weeks.
Perceptions of Diaphragm Use
More women (59%) cited safety and freedom from side effects than any other reason to explain why they made the choice 38 International Family Planning Perspectives ward the diaphragm. Women who discontinued use were much more likely than those who continued use to report that their partner's attitude was negative. Some said that their partner complained he could feel it, while others reported that their partner did not want them to use it or complained that it interrupted lovemaking. It is noteworthy that nearly 10% of women coming back for a visit during the first 45 days reported that their partner did not know they were using the diaphragm. Furthermore, 8% of continuers said at the 12-month follow-up that their partner did not know about their use of the diaphragm. The majority of continuers said that their partner was happy with the diaphragm, first because it was new and different, then because it allowed him to relinquish responsibility for contraception. Some reported that their partner was enthusiastic: "My husband boasts about the diaphragm and recommends it to his friends." "We share responsibility. One day he uses a condom, the next time I use the diaphragm." "My husband likes the diaphragm very much. He calls it our hat and jokes that he will never go out without putting on a hat." All the partners interviewed expressed dislike for condoms. More diaphragm users (29%) than users of other methods (19%) said that they could not make their partner use a condom.
Is the Diaphragm a Viable Option in Turkey?
Diaphragm Use and Douching Practices
Delaying douching was a problem for some women in Izmir, where women were instructed not to douche for six hours: "The jelly remains inside me. They tell us not to douche. I am very uncomfortable without douching." At the other clinics, women dealt with the issue in a variety of innovative ways. Some women said they douched only after six hours, when they removed their diaphragm. Some douched with the diaphragm in place, and others said they simply washed their genitals without douching. We decided to consult a scholar in Islam about the issue, and his opinion was that women may postpone douching and "gusul" until prayer time. We subsequently decided to include this information in the counseling sessions.
In the follow-up interviews, none of the women who stopped using the diaphragm specifically mentioned not being able to douche as their reason for disconthat they did (Table 4) . Among women who selected a method other than the diaphragm, effectiveness was the reason most often given (58%), with practicality (46%) and ease of use (39%) also frequently mentioned. Although the numbers were small, protection from sexually transmitted diseases was mentioned by 2% of diaphragm users and by less than 1% of other method users (not shown).
Women who selected the diaphragm tended to have more experience with other contraceptive methods (IUDs, pills, condoms and spermicides) than did women who chose other methods. Many of those who used the diaphragm spoke of health-related problems associated with other methods, such as mood swings, weight gain and dizziness, or discomfort with the string of the IUD. Indeed, one woman's comment (from a focus-group discussion) seemed to reflect the feelings of many diaphragm users: "I had tried all the methods. There were unbearable side effects with all of them. The diaphragm is a rescuer for me."
Diaphragm discontinuation for all reasons was 50% at six months and 66% at 12 months. Those who continued with the method were much more likely to find it easy to use and convenient (48% and 41%, respectively) than were those who discontinued (14% and 11%, respectively). Continuing users overwhelmingly emphasized the diaphragm's safety and freedom from side effects as reasons for liking the method (70%), as well as its being under the user's control (57%); moreover, a considerable number of women who discontinued use did so also (39% and 34%, respectively). In addition, 53% of those who discontinued for reasons other than pregnancy said that they would recommend the diaphragm to a friend.
These positive reports contrast with negative aspects that both those who continued and those who discontinued use found at the beginning of the study. Among these were such comments as "I am afraid that I cannot place the diaphragm in the right place," "It does not look safe; it can be torn by fingernails," and "At first sight, I thought it would hurt, as the edges of it were very hard." For continuing users, these fears disappeared quite soon after initiation, to the point where "easy to use and comfortable" were the positive features most frequently cited in the follow-up interviews.
Partners' Attitudes
There was a significant difference between continuing users and those who discontinued use in the attitudes of partners totinuing the method. In the focus-group discussions in Izmir, however, several women highlighted this as a major problem. About 5% of discontinuers said that they did not like the method because they had to leave it in place while wanting to remove it immediately. It is possible that some of those who specified the diaphragm's inconvenience as their reason for discontinuing were referring to douching, but the fact that this was a low proportion overall (6%) indicates that it was not a major problem. On the contrary, findings from the focus groups suggest that those women who wanted to use the diaphragm found satisfactory ways of dealing with douching.
Providers' Knowledge and Attitudes
Since one of the aims of the study was to examine the kind of service delivery elements that are needed to provide the diaphragm appropriately, we carefully tracked providers over the course of the study. A six-month posttraining questionnaire indicated that providers' knowledge of and attitudes about the diaphragm had improved considerably. Additionally, at the end-of-study evaluation, all providers indicated that they had In our study, service provision was clearly the most important contributor to diaphragm user satisfaction. The finding that the private clinics had a higher uptake of the diaphragm, despite the differing educational backgrounds of users, indicates that private clinics are probably the best setting for providing the diaphragm in Turkey, at least initially. It is likely that their smaller client load, combined with a more personalized approach, enables providers to give the kind of information and reassurance needed for satisfied diaphragm use. As nearly half of all contraceptives are provided by the private sector, this may be a realistic option. The lack of a difference in age and education between users of the diaphragm and users of other methods in the private clinics and the lower education level of diaphragm users in Denizli, compared with those who selected alternative methods at other clinics, indicates that clients' age and education may not play as important a role as service delivery.
The data from Denizli provide evidence that physicians are not needed for diaphragm provision. There, nurse-midwives both counseled clients and provided them with contraceptives, while a physician saw women for checkups and pelvic exams. Our recommendation is that the diaphragm be provided by nurses or midwives who have been trained appropriately, in order to alleviate overcrowding for physician services and to provide a more client-oriented approach.
The need for adequate information and support from providers has frequently been cited as a disadvantage of the diaphragm. We would argue, however, that this kind of attention should be given as a matter of course to beginning users of any contraceptive method. The advantage of the diaphragm is that once a woman is using it satisfactorily, she is not likely to come back with problems over the long term.
Women who continued using the diaphragm had sex at least as frequently as those who discontinued use and those who chose other methods, indicating that participants did not view the diaphragm as an occasional method. This is different from the finding in India, where, unexpectedly, 95% of diaphragm users reported having sexual intercourse once a week or less. 24 Although restriction on the timing of douching was mentioned in some of the focus-group discussions as a problem, women who wanted to use the diaphragm found satisfactory ways of dealing with the issue.
It is clear from our study that there is a small niche for the diaphragm because of learned more about anatomy and that they felt the quality of the care they provided had improved. They said they had begun to speak with clients about their sexual relationships and decision-making with partners, and thereby learned more about the behavior patterns of their clients.
Discussion
The diaphragm continuation rate of 34% is better than the rate of 19% found for progestin-only injectables in an acceptability study in Çapa. 16 It is also close to the continuation rates of the pill and condoms (44%) found in the Turkey Demographic and Health Survey (DHS), 17 yet it is lower than the rates reported in two recent studies in other developing countries. In Brazil, 54% of diaphragm acceptors were still using the method by the end of the first three months; 18 in India, 70% of diaphragm users were still using it after 18 months.
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Although a variety of factors may affect the continuation rate, both of the other studies gave great importance to service delivery elements. The Brazilian investigators speculated that improved training and preparation of health professionals might be a decisive factor in making the diaphragm a viable alternative for women, since one of the main reasons participants gave for discontinuation was difficulty in handling the diaphragm. 20 In India, the lack of user-controlled contraceptive options, especially for spacing pregnancies, may have made the diaphragm an attractive alternative. But the investigators also noted that service delivery factors contributed significantly to women's positive attitude toward the diaphragm: Fieldworkers provided ongoing information and counseling sessions on the diaphragm within the community so that women had time to think about it, did not feel pressured into accepting the method and felt supported after choosing it.
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The pregnancy rate of 18% in our study is well within the wide range reported for the diaphragm in the studies we reviewed (2-21%), although it is higher than the rates found in the other centers involved in the study (11% for Colombia and 8% for the Philippines). 22 Since safe abortion is readily available in Turkey, diaphragm users may have been less careful about using the method consistently, an observation borne out by the fact that only one of the pregnancies could be ascribed to method failure as opposed to user failure. This is further supported by the failure rates calculated retrospectively for withdrawal, condoms and pills in the 1998 DHS (33%, 16% and 13%, respectively). 23 its desirable feature-the lack of side effects. This is an important finding, since side effects and health concerns constitute the principal reason that people discontinue or switch contraceptives in Turkey. 25 Because this niche is currently being filled by withdrawal, 26 the diaphragm provides a valuable option. Protection from certain STDs might also make the diaphragm an attractive alternative for some women. Although more clients who chose the diaphragm than who chose other methods gave this as a reason for their choice, very few diaphragm acceptors mentioned it overall. This probably reflects the low consciousness level about STDs within the general population.
Partners, who seemed to have had an influence on women's decision to discontinue diaphragm use, should be taken into account in information and counseling activities. We recommend that men be targeted to receive information about the diaphragm. Furthermore, the quality and nature of the information given clearly plays a critical role in the contraceptive choices that people make. To avoid bias, our study protocol prohibited a public information campaign about the diaphragm. As a result, participants found out about the method only through the clinics involved in the study, and almost two-thirds of clients who chose to use the diaphragm made their decision during counseling. While counseling may be key for this method, making information more widely available would allow women who discontinue other methods because of side effects to consider using the diaphragm, rather than relying on withdrawal with abortion as backup.
Improvements in providers' knowledge about and attitudes toward the diaphragm, as a result of training and service provision, were encouraging. The training needed for high-quality service must give providers the skills to discuss anatomy and genital manipulation with their clients, which is often lacking during training for the provision of hormonal methods. Given the preexisting mechanism for continuing education within the national family planning program, integration of diaphragm provision into the program would probably add little extra cost.
We conducted interviews in Istanbul and Izmir with physicians who were not involved in the study and who indicated a considerable degree of prejudice against the diaphragm. Many agreed with the statement: "The diaphragm is not very suitable for Turkey. It is suitable for women who are living in America or Europe, who developing countries. It requires adequate provider training and initial support to the client, a regular and easily accessible supply of spermicide, backed up by public information and a positive attitude on the part of providers. We believe this underused method should be introduced into Turkey and into other developing countries wanting to expand the options available to couples.
are not married, who do not have a continuing relationship and who have intercourse infrequently." This highlights the importance of ongoing education of providers for overcoming their biases.
It may be a disincentive for women to continue using the diaphragm if spermicides are not readily available at pharmacies or other distribution points. One woman in our study ran out of spermicide and was unable to go back to the clinicwhich was quite far from where she livedto get a new supply. She thought that she could not use her diaphragm without a spermicide, so she used nothing and became pregnant. Regular supplies of spermicide need to be guaranteed, preferably through a variety of outlets. This problem will hopefully be solved once the application for registration of the diaphragm and spermicide is accepted by the Ministry of Health, when a wide range of pharmacies will be able to sell these products.* Clients can also be told that using the diaphragm without spermicide is better than not using any contraceptive. While the efficacy of using the diaphragm without spermicide is still unclear, there is some evidence that it may be as effective as use with a spermicide. 27 However, further studies are needed to confirm this finding.
Additionally, alternating diaphragm use with other contraceptive methods may offer further options, and should be emphasized by service providers. The most obvious approach is to alternate diaphragm use with other barrier methods, such as condoms, or with the rhythm method or withdrawal. Our focus-group discussions indicated that women will use the diaphragm when they think they need protection most-during their fertile period. Nevertheless, the focus-group discussions, as well as the 1998 DHS, revealed that few women (18%) knew exactly when this was. 28 This highlights an important area to be included in information and counseling sessions. Emergency contraception can also be used as a backup to the diaphragm, and women need to know that this possibility exists if they have not been able to use the diaphragm or if they suspect it was illplaced or dislodged.
Because it has almost no side effects and protects against upper genital tract infections, the diaphragm could be an important contraceptive option for women in 
